and Sheridan (I963, I969a, b) .
Most of our patients were originally found to be amblyopic with a constant convergent squint. Conventional occlusion improved the vision in the amblyopic eye up to a maximum value, as measured by the Sheridan Gardiner test (Table II) . Once this degree of acuity was obtained, the occlusion was stopped. The patient was observed regularly and his vision was recorded by repeated Sheridan Gardiner tests. The acuity remained stable with no further occlusion until the child was old enough to be tested by the Snellen method, when the discrepancies were found. The time interval between the maximum Sheridan Gardiner reading and the first estimate of the visual acuity using the Snellen test type was recorded (Table III) . The patient then had further occlusion until once again a maximum stable vision was obtained with the Snellen test.
Eight patients continued with intermittent occlusion during this period because their vision had not reached a stable level. These are included in the report because a drop in acuity was shown with their first Snellen test.
Results
After the original period of occlusion, two-thirds of the total number of patients attained a vision of 6/9 or 6/6 (see Table II ), which would be considered acceptable. An apparent decrease in visual acuity was evident when the patients were first tested with the Snellen chart (Table IV) Discussion Raynar-Smith (1970) , in an article discussing the prognosis of strabismus, reviewed 32 cases in which, after occlusion, equal vision was obtained when recorded with a single letter, but in which there was a disparity of three lines or more when tested with the Snellen chart. The fact that it is easier to see a single letter than to distinguish a row of letters is well known. It must be emphasized that this applies particularly to amblyopic patients.
Von Noorden and Lipsius (I964) reviewed 58 patients whose ages ranged from 5 to I7 years who received pleoptic treatment. All had previously had occlusion to treat amblyopia without success. We would agree with their statement that the single letter acuity may be normal or near normal in the presence of amblyopia, and that the pathological condition becomes manifest only when linear acuity is tested. Von Noorden and Lipsius believed that the visual acuity determined by a single optotype provided insufficient information regarding the functional state of the eye. Schlossman (I96I) reached the same conclusion.
There are certain theories regarding the cause of this phenomenon, but positive proof for any is lacking. In amblyopia there is an active suppression of unwanted or rival information. This suppression is at a cortical level and in the early stages it may be reversible, but after a certain time no reversal is possible. It is in the initial stages that one finds the difference in acuity between single and linear types. This difference may be peculiar to amblyopia and in our series this is borne out.
An explanation has been put forward that this occurrence is a natural phenomenon which can be explained only by the various physiological factors concerned in perception in which modification or exaggeration in amblyopia accentuates the normal difference in acuity. These include the consideration of the various fine eye movements, fixation reflexes, inhibition, contrast, and psychological factors. The fixation difficulties known to be present in amblyopia are probably the underlying significant factor in the legibility difference (Ffooks, I965a,b). The period of time in which the maximum visual acuity using the Sheridan Gardiner test was maintained without occlusion was recorded.
After the initial test with the Snellen chart, further occlusion was carried out, and 52 ofthe patients have now completed treatment. In these patients we have noted the "lines" of difference between the maximum Sheridan Gardiner reading and the final visual acuity as recorded by the Snellen method.
Our findings show that, whilst the Sheridan Gardiner test is useful in recording the visual acuity of children too young to co-operate with the Snellen test, it must be used with certain reservations. This applies particularly to children who are suspected of being amblyopic. Improvement in visual acuity after occlusion, as tested by the Sheridan Gardiner test, must always be regarded with some suspicion. Eventual testing with the Snellen types may show that considerable amblyopia to linear types still remains and that this will require further occlusion.
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